Evidence-based practices (EBPs) are increasingly being implemented in community settings that serve diverse children and families (Cooper et al., 2008) . To inform these implementation efforts, it is important to understand how EBPs are delivered and potentially adapted by therapists. Given that many EBPs were developed and tested in research settings with predominately nonHispanic White (NHW) clients, therapists in community mental health settings frequently question the cultural appropriateness of EBPs (Aarons et al., 2010; Southam-Gerow, Rodríguez, Chorpita, & Daleiden, 2012) . Accordingly, many therapists recognize that EBPs may need to be adapted to better address the needs of the ethnic minority families they serve (Aisenberg, 2008; Bernal & Scharró-del-Río, 2001; Cabassa & Baumann, 2013) . In line with Chambers and Norton's (2016) proposed creation of an adaptome, or common data platform to systematically characterize adaptations to EBPs across populations and contexts, various frameworks have been developed to describe adaptations in community settings (Baumann, Cabassa, & Wiltsey Stirman, 2017; Lau et al., 2017; Wiltsey Stirman et al., 2015) . For example, building on Wiltsey Stirman and colleagues ' (2015) framework, the augmenting and reducing/reordering framework was developed within a multiple-EBP implementation context to characterize how community therapists make adaptations that augment (e.g., tailor the presentation, integrate supplemental content, lengthen the pacing) EBP delivery or reduce or reorder components of EBPs . Using this framework, information on the variability in how community therapists deliver EBPs could be used to provide feedback to intervention developers and inform implementation strategies to promote the fit of EBPs to diverse communities.
Research has frequently been focused on the development of systematic adaptations to EBPs to make interventions culturally responsive to particular ethnic groups (e.g., BigFoot & Schmidt, 2010; Domenech Rodríguez, Baumann, & Schwartz, 2011) . Metaanalyses have supported that culturally adapted EBPs have moderate to large effect sizes in general, but findings are mixed regarding whether adapted EBPs demonstrate superior effects to nonadapted EBPs (Gardner, Montgomery, & Knerr, 2016; Hall, Ibaraki, Huang, Marti, & Stice, 2016; Huey & Polo, 2008) . In addition, group-specific cultural adaptations face the practical barriers involved in developing a different tailored protocol for every EBP and cultural group, making their strategic use challenging for a given mental health system or single provider. A more feasible alternative is a dynamic adaptation process that engages multiple stakeholders to systematically guide adaptations for different contexts (Aarons et al., 2012) . In line with a dynamic adaptation process, in the current study, we used the augmenting and reducing/reordering framework to understand the adaptations diverse therapists make to multiple EBPs within community mental health settings that predominately serve ethnic minority youth and families.
Culturally competent delivery of EBPs may involve adaptations to improve fit to the targeted community while maintaining fidelity. Some therapist adaptations may augment the EBP to attend to population-specific risk and protective factors, or focus on improving the engagement of diverse clients in the core components of an EBP (Hall et al., 2016; Lau, 2006) . Adaptations focused on engagement may include framing interventions to be congruent with the vocabulary and metaphors clients use, emphasizing rapport building, and addressing clients' perceptions and expectations (Bernal & Domenech Rodríguez, 2012) , in line with augmenting adaptations. Further, adaptations may involve dosing or pacing of interventions to improve outcomes, such as increasing opportunities to rehearse culturally unfamiliar skills, or slowing the pace of treatment (Lau, Fung, Ho, Liu, & Gudiño, 2011) . However, some evidence suggests that therapists adapt EBPs by omitting core components that they perceive to be culturally unacceptable, in ways that represent drift and could compromise outcomes (Kumpfer, Alvarado, Smith, & Bellamy, 2002; Lau, 2012) , reflective of reducing/reordering adaptations. Consequently, reducing/reordering adaptations may run the risk of omitting core components of EBPs that are responsible for therapeutic effects. But evidence also suggests that some components of behavioral interventions may be trimmed while maintaining outcomes (e.g., cognitive-behavioral therapy focusing on behavioral activation, without cognitive restructuring; Dimidjian et al., 2006) . One might presume that augmenting adaptations have less potential for interfering with fidelity, but some studies have suggested that adding supplementary services or treatment components can undermine treatment effects (e.g., Chaffin et al., 2004) .
It is especially important to examine adaptations among therapists from diverse backgrounds. Ethnic minority therapists increasingly represent a larger proportion of the public mental health workforce (Lin, Nigrinis, Christidis, & Stamm, 2015) and are likely to serve ethnic minority clients, as these individuals represent a majority of recipients of public mental health services (U.S. Health & Human Services, 2015) . Ethnic minority therapists' adaptations to EBPs may be influenced by their experience serving ethnic minority clients and their own cultural identity and experiences (Baumann et al., 2017) . To date, findings have been mixed in regard to diverse community therapists' perceptions of EBPs and their reports of adaptations to EBPs. Contrary to prior research (Aarons et al., 2010) , recent studies have found that culturally diverse therapists may perceive EBPs more positively than previously suggested. For example, one study found that Latino therapists held more positive attitudes toward EBPs than NHW therapists in the context of system-driven implementation of multiple EBPs . Within the same mental health system, Latino therapists were more likely than NHW therapists to report adaptations that augmented the delivery of EBPs (i.e., tailoring language, integrating supplemental content, extending the pacing of practice), but were not more likely to report adaptations involving removing core components of EBPs .
Department of
Among ethnic minority therapists, variation in acculturation and enculturation may pattern perceptions of EBPs developed and tested within middle-class NHW contexts. Clinician identification with United States mainstream culture (i.e., acculturation) as well as their identification with their heritage culture (i.e., enculturation) may be associated with the likelihood that they may perceive the need to adapt EBPs. Acculturation has been described as a multidimensional phenomenon that encompasses changes in an individual's cultural practices (e.g., language use, daily routines) as well as cultural identifications and values (Schwartz, Unger, Zamboanga, & Szapocznik, 2010) . In particular, cultural identity formation has been viewed as a key facet of psychological acculturation (Schwartz, Montgomery, & Briones, 2006) , and language use has been argued to be key to cultural learning (Masgoret & Ward, 2006) . Although many large studies of American ethnic minorities have relied upon proxies for acculturation, such as nativity (Corral & Landrine, 2008) and years spent in the United States (Alegria et al., 2007) , we applied more direct measures of cultural identification and language use and employed a bidimensional framework considering both acculturation toward host society language (i.e., English) and national identity (i.e., American identity), and enculturation toward heritage cultural identity and language (Sam & Berry, 2010) . Consistent with Berry's bidimensional model of acculturation, ethnic minority therapists may integrate both their heritage culture and mainstream culture into a bicultural identity (i.e., integration), they may strongly identify with mainstream American culture and may have more limited affiliation with their heritage cultural identity (i.e., assimilation), they may have strong affiliation with their heritage cultural identity and little orientation toward mainstream culture (i.e., separation), or they may identify with neither their heritage cultural identity nor the mainstream culture (i.e., marginalization; Berry, 1997) .
There is some evidence that therapists' acculturation may shape aspects of psychotherapy training and delivery. Nilsson and Anderson (2004) found that more acculturated doctoral students of international counseling reported higher levels of self-efficacy. A therapist's ethnic identity and acculturation level may also affect the formation of the client-therapist relationship (García & Zea, 1997; Lee & Zane, 1998; Sue & Sue, 2012) . Certainly, bilingual competence impacts the extent to which therapists are able to This document is copyrighted by the American Psychological Association or one of its allied publishers.
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provide services to ethnic minority families (Bean, Perry, & Bedell, 2001 ). Both cultural knowledge and the ability to communicate in a client's preferred language may allow therapists to adapt treatment to better fit clients, build rapport (Comas-Diaz & Griffith, 1988; Kapasi & Melluish, 2015; Padilla & Salgado, 1987) , and increase client retention (Sue, 1991) . Further, ethnic minority therapists are more involved in communities of color, more likely to use cultural frameworks in their clinical practice, perceive their practice to be more culturally sensitive, and report greater multicultural awareness and better therapeutic relationships with their clients compared with NHW therapists (Berger, Zane, & Hwang, 2014) . Given the heterogeneity within and between ethnic minority groups, it is likely that aspects of individual therapists' cultural identity might impact their implementation experiences with EBPs. The role of acculturation has not been investigated in relation to community therapists' implementation of or adaptations to EBPs. EBPs have largely been developed by NHW treatment developers and validated in samples with limited racial/ethnic diversity in clinical research settings (Bernal & Scharró-del-Río, 2001 ).Thus, it is plausible that ethnic minority therapists with greater acculturation to majority United States culture may be more receptive to EBPs and may make fewer adaptations that reduce core components (i.e., Reducing/Reordering adaptations). Alternatively, ethnic minority therapists with stronger affiliation to their heritage culture and language may be both inclined and equipped to make culturally responsive adaptations that increase the fit of an EBP for an ethnic minority client. For example, these adaptations could include modifying the presentation of treatment by accommodating their clients' language and cultural values (i.e., Augmenting adaptations). Interactive effects between Acculturation and Enculturation (i.e., identification with Heritage Cultural Identity) factors are also possible. For example, ethnic minority therapists who are strong in Heritage Cultural Identity and high Heritage Language Use factors, as well as a strong mainstream the United States Cultural Identity factor (i.e., integration), as measured by the Abbreviated Multidimensional Acculturation Scale (AMAS-ZABB; Zea, Asner-Self, Birman, & Buki, 2003) , may be more likely to make Augmenting adaptations, as they may be open to using EBPs but may be motivated to increase their fit for ethnic minority clients. Therapists with a strong heritage cultural identity and high heritage language use, and low affinity for mainstream American culture (i.e., separation), may have the most reservations about standard EBPs and their fit for their own worldview and the clients they serve, and thus may be likely to engage in Reducing/ Reordering adaptations that omit or de-emphasize EBP elements. Meanwhile, therapists who reject their heritage culture and language while adopting mainstream culture (i.e., assimilated) may be less likely to make any modifications to standard EBPs, as they may be open to using EBPs while not feeling the need to increase fit of EBPs with clients. The current study seeks to explore the effect of a mismatch between heritage cultural identity and language use on therapist-reported adaptations. In particular, the study will examine whether linguistic access moderates the association between heritage cultural identity and adaptations to EBPs. Language use is particularly important to examine in relation to enculturation because it is likely that therapists who identify with their heritage culture will vary in their heritage language use, which may be associated with differences in adaptations to EBPs. Thus, the current study investigates how cultural identification may predict ethnic minority therapists' adaptations to EBPs within the context of a system-driven implementation of multiple EBPs in children's mental health services in Los Angeles County Department of Mental Health (LACDMH). Racial/ethnic minority therapists trained to deliver multiple EBPs in community settings completed a survey assessing two types of therapist-reported adaptations (i.e., Augmenting adaptations, Reducing/Reordering adaptations). We examined the extent to which cultural identity and language acculturation predicted therapist-reported EBP adaptations. Specifically, we examined the independent contributions of enculturation to the heritage culture and acculturation to American culture as well as their interaction while controlling for therapist characteristics related to cultural identity (e.g., race/ethnicity, generational status), previously identified predictors of therapist adaptations (i.e., therapist attitudes toward specific EBPs; Lau et al., 2017) , and standard participant demographics (i.e., therapist gender and age).
Method

Study Context
The current study took place in the context of a system-driven implementation of multiple EBPs in children's mental health services in LACDMH (see Regan et al., 2017 for details about the system-driven reform), the nation's largest county mental health department. 
Recruitment and Procedures
Data for the current study were collected as part of the larger Knowledge Exchange on Evidence-based Practice Sustainment (4KEEPS) study (Lau & Brookman-Frazee, 2016) , which examined sustainment of the six EBPs that were initially implemented. Therapists were eligible for the parent study if they billed for core psychotherapy services to at least one of the EBPs of interest. Therapists were recruited from participating community-based agencies. Of the 98 eligible agencies, 69 agencies (70.4%) provided therapist contact information or the option for therapists to sign up directly for the survey. In the larger study, 789 communitybased mental health therapists completed surveys related to their experiences delivering the six EBPs, including the adaptations they made (see Lau et al., 2017 for further details about recruitment of the full study sample). This document is copyrighted by the American Psychological Association or one of its allied publishers.
To pursue additional questions related to therapist workforce diversity, a supplemental cultural background questionnaire was sent to the 789 therapist participants approximately 6 months later. Respondents included 416 therapists, for a response rate of 52.72%. Participants received a $10 incentive for completing this supplemental survey. Institutional review boards at the University of California, Los Angeles and LACDMH approved all procedures for this study.
Participants
Of the 416 participants who completed both the 4KEEPS Therapist Survey (Lau & Brookman-Frazee, 2016 ) and the Cultural Background Questionnaire, 147 therapists (35.3%) were excluded because they identified as NHW, and 34 therapists (8.2%) were excluded because they had not delivered one of the six EBPs of interest within the previous 2 months, and 237 therapists (57.0%) qualified for the current study. Two therapists did not provide complete data on the Cultural Background Questionnaire and so were excluded from analyses. Therefore, 235 therapists were included in the analyses. Within the Cultural Background Questionnaire completers, ethnic minority therapists had significantly fewer years of clinical experience (M ϭ 5.2, SD ϭ 4.1) than NHW therapists (M ϭ 8.95, SD ϭ 8.10), t ϭ Ϫ6.00, p Ͻ .001). Ethnic minority therapists reported making more Reducing/Reordering adaptations than their NHW counterparts to SS, t ϭ 2.37, p ϭ 0.019, and TF-CBT, t ϭ 2.22, p ϭ .027.
Therapists were predominately women (86%) and were 34.82 years old (SD ϭ 8.05) on average. The sample was 68.1% Hispanic/Latino, 16.6% Asian/Pacific Islander, 9.4% African American, and 4.3% multiracial, and 1.7% of the respondents indicated an unlisted racial/ethnic background. Therapists predominantly served Hispanic/Latino clients (M ϭ 77.2%, SD ϭ 26.2%). The majority of therapists (57.4%) were second-generation Americans (i.e., born in the United States with at least one parent born in another country), 22.6% were first-generation Americans (i.e., born in another country), and 20% were third-or later generation Americans. Most therapists reported being able to deliver services in a language other than English, with 63.8% reporting that they could deliver services in Spanish, 7.7% reporting another language (e.g., Farsi, Korean), and 0.9% in Spanish and another language. In terms of professional training, therapists were predominately master's-level therapists (89.8%) and unlicensed (69.8%). The most common mental health discipline was marriage and family therapy (54.5%), followed by social work (34.9%). Therapists had been practicing, on average, for 5.2 years (SD ϭ 4.1).
Measures
Therapist characteristics. Questions about therapist characteristics were derived from the Therapist Background Questionnaire (Brookman-Frazee, Drahota, & Stadnick, 2012) . Therapists completed questions about their personal and professional characteristics, including age, gender, race/ethnicity, and licensure status. Therapists also reported on which of the six EBPs they had (a) received training, (b) ever delivered, and (c) delivered in the previous 2 months. See Table 1 for detailed therapist characteristics.
Cultural Background Questionnaire. The Cultural Background Questionnaire is a 19-item self-report measure used to assess therapist generational status and acculturation, including cultural identity and language use. Generational status was assessed by asking therapists to identify whether they, their parents, and their grandparents were born in the United States. Therapists who reported being born in another country specified their birth country as well as how many years they have lived in the United States.
Cultural identity items were adapted from the AMAS-ZABB (Zea et al., 2003) , which was developed to assess Acculturation in a Latino sample. The original AMAS-ZABB yielded a total United States Acculturation scale and a total Latino/Latina Acculturation scale. Each total Acculturation scale was composed of three subscales: Cultural Identity, English/Spanish Language, and Cultural Competence. The current study included three items from the original six-item Cultural Identity subscale, and items were adapted to capture therapists' culture of origin beyond Latino culture (i.e., "I feel good about being a member of my culture of origin;" "Being a member of my culture of origin plays an important part in my life;" "I have a strong sense of being a member of my culture of origin"). Therapists who come from a multicultural (Lau & Brookman-Frazee, 2016) . Three items captured language competency (e.g., "How well do you speak and understand this language?"), and two items captured frequency of language use (e.g., "How often to you speak this language with your friends?"). All therapists completed these language-use items on their use of English. In addition, therapists who indicated that they spoke a heritage language other than English completed the same items concerning that language. Therapists who spoke more than one language other than English reported on the language they used most frequently. Therapists rated items on a 4-point Likert-type scale (1 ϭ not at all or never, 4 ϭ extremely well or most of the time). Therapists who reported not speaking a heritage language were coded 1 on all items of the Heritage Language Use scale. Two mean composite scores (possible range ϭ 1-4) were generated for Heritage Language Use and English Language Use, with higher scores representing greater language use. The Cronbach's alpha indicated that the internal consistency was excellent for the Heritage Language Use scale (␣ ϭ .94) and acceptable for the English Language Use scale (␣ ϭ .64).
Adaptations to Evidence-Based Practices Scale (AES). The AES ) is a six-item self-report measure to assess adaptations therapists report making to EBPs. Items were developed for the AES questionnaire based on a framework of EBP modifications (Wiltsey Stirman et al., 2015) . The six items related to (a) modifying the presentation, (b) shortening or condensing the pacing of the practice, (c) lengthening or extending the pacing of the practice, (d) integrating supplemental content or strategies, (e) removing or skipping components, and (f) adjusting the order of sessions or components. Therapists completed the AES for every EBP they reported using within the past 2 months. Using a 5-point Likert-type scale (0 ϭ not at all, 4 ϭ a very great extent), therapists indicated the extent to which they used the adaptation when delivering a specified EBP. A multilevel confirmatory factor analysis, which took into account that therapists reported on multiple EBPs, revealed that the AES had good model fit, comparative fit index (CFI) ϭ .96, root mean-square error of approximation (RMSEA) ϭ .06 for two factors that represented two types of adaptations: Augmenting and Reducing/Reordering . The Augmenting adaptation scale characterized adaptations that effectively added to the EBP (i.e., tailoring presentation, integrating supplemental content, lengthening the pacing), whereas the Reducing/Reordering adaptations involved omitting or rearranging components. The Cronbach's alpha for the current study indicated that the internal consistency was acceptable for the Augmenting adaptations scale (␣ ϭ .75) and for the Reducing/ Reordering adaptations scale (␣ ϭ .71).
Perceived Characteristics of Intervention Scale (PCIS).
The PCIS (Cook, Thompson, & Schnurr, 2015) was developed to allow for the comparison of therapist perceptions of different EBPs. In the original PCIS, 10 two-item scales were developed to measure the theory-based model of 10 perceived characteristics of innovation (Rogers, 1962 (Rogers, , 2003 , though psychometric properties indicated that the scale measured a unidimensional construct of attitudes (Cook et al., 2015) . To reduce measurement fatigue given the repeated nature of this measure, we administered four complete scales of the original PCIS, including Relative Advantage (e.g., "[EBP] is more effective than other therapies I have used"), Compatibility (e.g., "[EBP] is aligned with my clinical judgment"), Complexity (e.g., "[EBP] is easy to use"), and Potential for Reinvention (e.g., " [EBP] can be adapted to meet the needs of my patients"). Therapists rated each item on a 5-point Likert-type scale (1 ϭ not at all, 5 ϭ a very great extent). In the current study, the eight-item scale had excellent internal consistency (␣ ϭ .93), so consistent with scoring of the original PCIS, a composite mean score was used to measure therapists' perceptions of each practice. In the analyses of the current data, therapists' perceptions of a given practice were used as a Level-1 predictor of reported adaptations to that same practice.
Data Analysis
Two sets of multilevel models were run to assess practice-and therapist-level predictors of therapist reports of Augmenting and Reducing/Reordering adaptations. Intraclass correlation coefficients (ICC) of null models were used to assess the variance in outcomes at the therapist and agency level. Therapist accounted for 48.24% to 69.08% of the variance in adaptations and agency accounted for 0.04% to 2.14% of the variance in adaptations. Because clustering was minimal at the agency level, two-level models with EBPs nested within therapists were conducted to predict the extensiveness of each type of adaptation (Hayes, 2006) . One set of models included language acculturation and therapist characteristics as predictors of either Augmenting or Reducing/ Reordering adaptations, and the other set of models included identity-based acculturation and therapist characteristics as predictors. The language acculturation (i.e., Heritage Language Use, English Language Use) and identity-based acculturation (i.e., Heritage Cultural Identity, United States American Identity) scales were grand-mean-centered to examine interaction effects. A third exploratory model was run to examine the interaction of Heritage Language Use ϫ Heritage Cultural Identity, to assess whether Heritage Cultural Identity moderated the relationship between Heritage Language Use and reported adaptations.
African American participants (n ϭ 22) were excluded from the analyses examining language acculturation, as the majority of our African American participants (86.4%) did not report speaking a language other than English. Furthermore, acculturation scales for African Americans have tended to omit language-use items because of limited relevance of heritage language use to racial and ethnic identity in this population (Snowden & Hines, 1999) .
In each model, the EBPs delivered and therapists' attitudes toward each specific EBP (i.e., PCIS score) were included as Level-1 predictors to test if the type of adaptation (i.e., Augmenting or Reducing/Reordering) varied significantly by practice and attitudes. Level-2 predictors included therapist characteristics, inThis document is copyrighted by the American Psychological Association or one of its allied publishers.
cluding gender, race/ethnicity (Hispanic/Latino, other ethnic minority), age, generational status, and identity-based acculturation level or language acculturation level. See Table 2 for descriptive statistics of study variables.
Results
Practice-Level Predictors
Given that separate models were run for language and identitybased acculturation, there were slight differences in the predictive values of practice-level variables. See Tables 3 and 4 for summaries of predictors and omnibus tests of fixed effects. Augmenting adaptations did not significantly differ by EBP, but EBP was significantly associated with Reducing/Reordering adaptations in both models. In particular, therapists reported making more Reducing/Reordering adaptations to SS, CPP, TF-CBT, and Triple P, compared with the reference group (MAP). Therapists' attitudes toward EBPs did not have a significant effect on Augmenting adaptations. However, EBP-specific perceptions were significantly associated with Reducing/Reordering adaptations in both models. Therapists who perceived an EBP more positively reported fewer Reducing/Reordering adaptations.
Therapist-Level Predictors
Therapist-level background characteristics included gender, age, ethnicity (Hispanic/Latino or other race/ethnicity), and generational status. As shown in Tables 3 and 4 , age significantly predicted Augmenting adaptations, as older therapists reported fewer Augmenting adaptations. Therapist gender significantly predicted Reducing/Reordering adaptations in the identity-based model, F(1, 224.75) ϭ 3.99, p ϭ .047. In particular, women therapists reported making fewer Reducing/Reordering adaptations than men, estimate ϭ Ϫ.29, SE ϭ .14, p ϭ .047. No other therapist-background characteristics significantly predicted therapist-reported Augmenting or Reducing/Reordering adaptations. There were no significant main effects of identity-based or language-based acculturation variables on therapist-reported Augmenting adaptations in the main models. There was a significant interaction between therapist's Heritage Cultural Identity and United States American Identity in predicting Reducing/Reordering adaptations, F(1, 265.11) ϭ 5.51, p ϭ .02 (see Figure 1 ).
Heritage Cultural Identity as a Moderator
An exploratory interaction model was run to examine the effect of heritage cultural identity on the relationship between therapists' Heritage Language Use and reported adaptations. As shown in Table 5 
Discussion
This study investigated the role of cultural identity in the adaptations that therapists reported making to multiple EBPs delivered in diverse, community settings. Understanding how ethnic and racial minority therapists adapt EBPs is important, as adaptations have the potential to improve client engagement, but could also indicate risk of drift away from fidelity (Lau, 2012; Wiltsey Stirman et al., 2013) . It is important to note that while studies on different types of adaptations have characterized particular types of adaptations as maintaining or compromising fidelity to interventions (Wiltsey Stirman et al., 2015) , EBPs differ in the flexibility they allow for therapist adaptations. More research is needed to understand types of adaptations and their impact on fidelity across different EBPs. This study expanded upon past research, suggesting that ethnic minority therapists may wish to make adaptations to EBPs when serving culturally diverse clients (Aisenberg, 2008; Bernal & Scharró-del-Río, 2001; Cabassa & Baumann, 2013; Lau et al., 2017) . Given the heterogeneity within and between ethnic minority therapists, we specifically examined whether therapist cultural factors, such as acculturation, were associated with reported adaptations in community-based delivery of EBPs.
Dimensions of cultural identity predicted the extent to which therapists reported Augmenting adaptations. As depicted in Figure  1 , the effect of Heritage Cultural Identity on Augmenting adaptations was moderated by Heritage Language Use. Therapists who reported higher levels of affiliation with their Heritage Culture and Augmenting adaptations were the most commonly reported type of adaptation, including tailoring language and framing of interventions, introducing complementary activities, and lengthening treatment for more skill practice. These types of adaptation have been frequently included in researcher-developed cultural adaptations of EBPs (BigFoot & Schmidt, 2010; Domenech Rodríguez et al., 2011; Lau, 2012) . Indeed, our results suggest that community therapists making adaptations consistent with those promoted in This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
the literature on cultural adaptations, are much less likely to engage in adaptations that remove core content or decrease dose in ways that may compromise EBP integrity when working with diverse clients (Koslofsky & Domenech Rodríguez, 2017; . Cultural orientations, however, were related to Reducing/Reordering adaptations. Therapists who reported higher levels of affiliation with their Heritage Culture and lower levels of affiliation with United States Culture (i.e., separated) reported the fewest adaptations to reduce or rearrange EBP content, whereas therapists who reported higher levels of affiliation with both their Heritage Culture and United States Culture (i.e., integrated) reported making the most adaptations to reduce or rearrange EBP content, which may represent drift. As depicted in Figure 1 , United States acculturation seemed to have minimal associations with adaptations for therapists with lower levels of Heritage Cultural Identity. Although this finding was not expected, it may be that highly enculturated ethnic minority therapists may be most adherent to their EBP training, but more bicultural therapists may be most vigilant to the ways that western-developed EBPs may be out of alignment with ethnic values and norms. Previous studies in which therapists have noted hesitance about teaching certain culturally unfamiliar skills to immigrant clients (Lau, 2012) may have included more bicultural therapists. It is worth noting that community therapists' concerns about the cultural appropriateness of EBPs have not always been shared by community consumers of EBPs (Lau, 2012) . Some research has suggested that less acculturated Latino caregivers show higher levels of engagement and persistence in community mental health clinics delivering EBPs (Kim, Lau, & Chorpita, 2016) . Further research is needed to understand how therapist cultural orientations impact their delivery of EBPs.
Language acculturation and other cultural factors such as ethnicity and generational status did not predict either Augmenting or Reducing/Reordering adaptations. Although this study only included ethnic minority therapists, in another study, Latino therapists reported making more Augmenting adaptations than NHW therapists . In regard to therapist-level predictors of adaptations, therapist age significantly predicted Augmenting adaptations whereas therapist gender significantly predicted Reducing/Reordering adaptations. Older therapists reported making significantly fewer Augmenting adaptations. This is consistent with the finding in the larger study that therapists with more years of professional therapy experience reported making significantly fewer Augmenting adaptations . Younger therapists may be more willing to adapt treatment to respond to clients' needs, or alternatively, younger therapists may augment EBPs in ways that relate to their own anxieties about being novice clinicians. It is still unclear whether the augmentations made by beginning therapists improve the fit of EBPs for clients, or whether they may actually compromise EBP fidelity.
Regarding practice-level predictors, therapists who reported more favorable perceptions of the EBP reported making fewer Reducing/Reordering adaptations, which supports past studies and reflects the rational expectation that therapists are more likely to maintain integrity to interventions they find appealing or useful. Furthermore, therapists reported making more Reducing/Reordering adaptations for MAP and SS, which is reasonable because these EBPs do not have session-by-session prescribed content, but rather allow therapists to choose the skills and content to cover, as well as the order in which content is delivered.
Limitations
It is important to acknowledge several limitations of this study. First, although it included a racially and ethnically diverse sample of therapists, the generalizability is limited by the cultural groups represented and the fact that many participants rated themselves as having high levels of both heritage culture and United States identities, suggesting that therapists in this context frequently identified as having bicultural identities. As such, this sample may not be representative of groups with less biculturalism, different geographical regions in the United States or among country-oforigin populations. In addition, because our sample consisted primarily of Hispanic/Latino and Asian/Pacific Islander therapists, and African American therapists were excluded from the language models, generalization of findings to other racial/ethnic groups should be made with caution. It is unclear whether our findings concerning the cultural factors in therapist-reported adaptations would generalize to implementation contexts not shaped by a system-driven reform involving reimbursement for EBP delivery. It is possible that ethnic minority therapists in community contexts in which EBP adoption is individually determined feel more discretion to freely adapt interventions, and cultural orientation may play a larger role in their implementation. Further research in community EBP implementation among diverse therapists is warranted. Given that most of the therapists in our sample were unlicensed, generalizations to more experienced workforces should be made with caution. Finally, generalization of our findings is also limited because this study focused on children's mental health-service providers and did not examine care providers of adult populations. Another limitation is that data were collected through self-report measures. It would be important to validate therapist reports of adaptations with observer ratings of intervention fidelity. The final limitation of the current study is the lack of information regarding therapist training (e.g., length of EBP training received, time from training to data collection) and the types of fidelity monitoring used, as these factors may impact the likelihood and types of adaptations that community therapists make. Further, therapists are most likely to deliver EBPs with fidelity when provided with implementation supports, including coaching and consultation (Beidas, Edmunds, Marcus, & Kendall, 2012) . Ethnic minority therapists serving diverse clients may particularly benefit from culturally competent consultation or participation in learning collaboratives with peers and experts familiar with their communities and service setting contexts.
Notwithstanding these limitations, this study addressed an important question regarding the role cultural identity plays in how ethnic minority therapists deliver EBPs and has several strengths. First, the unique context of the study allowed for the investigation of how multiple EBPs are delivered by a large and diverse group of therapists serving predominantly ethnic minority clients. This was one of the first studies that has looked specifically at cultural identity as a factor that could impact implementation outcomes in an increasingly diverse workforce serving largely ethnic minority communities. It is an important area to address, as findings have been mixed regarding how ethnic minority therapists perceive and This document is copyrighted by the American Psychological Association or one of its allied publishers.
deliver EBPs (Aarons et al., 2010; Barnett et al., 2017; Lau et al., 2017; Southam-Gerow et al., 2012) .
Future Directions
Given the study limitations, future researchers should examine the role of therapist cultural identity on EBP implementation among a geographically diverse sample. In addition, therapist cultural identity should be more closely examined among different ethnic groups to assess intraracial diversity in EBP delivery. Attention to how therapist cultural identity impacts EBP delivery may be important to consider in future implementation efforts, as our findings suggest that there are likely differences within ethnic and racial minority groups regarding the ways in which EBPs are adapted and delivered. Future researchers should also examine the implications of these adaptations for client outcomes.
